MISSOURI DIVISION OF HEALTH — STANDARD-CERTIFICATE OF DEATH '63_041163

DIPAR‘I’MCNT OF PUBLIC HEALTH AND WELFA

STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. __ _____ Registrar's No. lﬂ??a

ON THIS STUB . l" It F 8 ] N”U ] L Tal ol
1. PLACE OF DEATH @ | UJ 2. USUAL R_ESI.DENCE {(Where deceasad lived. If institution: Residenca bafore

a. COUNTY a. STATE Mo. b. COUNTY admiszion)

VS 300
Rev. 4/59

b. CC1)TY (If cutside carporare limit, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits
R

TOWN o 10ITS MO LIFE rgsvu 'ST. LOUIS Yes O Ne O

<. FULL NAME GF (W NOT tn Wspital, give tocation) Lnside Limits d. STREET {f outside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION ST. 1OUIS CITY HOSP in‘ YesJ No[J }-J-J-OLI- Ashland Yes O No O
3. [":AME OF DE)CEASED First Middle Last 4. DATE Month Day Year
ype or print,
10U1Is ASKEW JR. DA™ 10 27 63
5. SEX & COLOR OR RACE 7. Morried 00  Mever Married 8. DATE OF BIRTH | ¥ AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR
: i s |- -D Hours Min.
MAIE NEGRO Widowed (] Divorced 11/6/30 32 M1'1 21 I I
10a. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

MATECARKTER = * =" | U.S. POST OFFICH ST. LOUIS,MO, U.S.A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

LOUTS ASKEW, SR. MARIE FENNEIL, ELLA ASKEW
15, WAS DECEASED EVER IN U._S. ARMED FOQ 1L_cacial CecURITY NO. | 17. INFORMANT Address
{Yes, N,Gr unknown)l (If yes, give war or daf OU IS AS KEW, 3112 Ru'bg ar

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED 8Y: ONSET AND DEATH

IMMEDIATE CAUSE (2} _ﬁﬂnﬂuﬂz\_\_EQEDH

Conditions, if any, DUE TG (b) H‘Egl EN SIVE C‘RMlQQ&S Cular. Disenis
wbhoich gave riu(t)ﬂ
ADove cause 8],
ing the under L/ ¢
neing he st [ to @ R

PART 1). QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Bur nor related 1o the rerminal PART IN. if deceased was fomale wa
disease condition given in PART | (&) there a pregnancy in last 90 day

ID Yes | Mo | O Unknow

TE AMENDED

>

DOCUMENT

PERECEMED?
YES NO 3
L20c. TimMe OF Houl Month, Day, Yeasr
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, street, office bidg., etc.]
NOT WHILE AT WORK [J

21.~ | aHended the deceased fromALal/63 lo*lol_zzm_.a:ﬁd last saw m alive on 1&&7763

Death cccurred .1___’20 m m on the date, stated above, and ta the best of my knowledge, from the causes stated.

GNATURE [Degres or Tila] 7%b. ADDRESS T2c. DATE SIGNEG
ZQM.QK G . .o, 1815 1 AVE,

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY® % . (City, town, or county)

RJzEﬁ“ngAéi“'m 11/2/63 Washington Park Cem, | St

24. FUNERAL DIRECTOR ' i T ADDRESS 25. DATE RECD. 8Y LOCAL REG,

CHARIES J.GATES,JR.,4107 Finney 0CT_30 1963

{Licenwed Embalmar’s Statement on Reverse Side)

19. WAW{OFSY 20a. ACCIDENT SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART II of item 18.}
0, 0 ]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
iNSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

BACK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

1TEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. }-1-580

. PO Address_thJ_Ej__n.nagz_

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitules grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




